Which of these two deeply irritating statements would you rather hear after something has gone wrong: ''I knew that would happen'' or ''I told you so''? Neither, of course, but I find myself thinking about the circumstances in which NHS staff and patients might justifiably say either or both of these.
Each response is worrying but they raise slightly different sets of issues for the management and reduction of risk to patients. These issues warrant our closer attention as, unless we encourage and utilise as much good information and feedback on services as possible, the imperative to learn from experience and share that learning will be an even tougher challenge. This is as true at Board level as it is at clinical practice level.
Firstly, ''I knew that would happen'' invites the rejoinder ''Well, why didn't you say so then?'' The reality for many staff is that they expect or have experienced that nothing happens if they do raise concerns, and so cease to bother, thus starting the vicious circle of non-reporting and inaction. For others, the routes for reporting or raising issues may not be clear or straightforward and the practicalities of doing the job day to day intervene. Others, despite efforts to encourage begin open and transparent, may fear ridicule, recrimination or blame. Sadly, there are still well-publicised examples where ''whistleblowers'' are punished or ostracised: what we desperately need are more stories of concerns being greeted with open minds, rather than institutional defensiveness. I suspect (and hope) that the stories are there, untapped.
There is no lack of action in the NHS to try to tackle these issues, encouraged not only by the principles of safe professional practice but also by the requirements of the Care Quality Commission and Monitor and others. However, there is also a need to embrace a richer understanding of what senior management needs to know about. For example, do the right people have the opportunity to comment on the likely safety implications of cost improvement programme proposals? How do complex organisations ensure that there is sufficient cross divisional or departmental liaison to spot knock-on effects of service changes on one division or care setting on another? There is no shortage of effort expended on developing engagement strategies and plans to ensure good relationships with internal and external healthcare staff, patients and partners: it would be good to know if and how they can help us to access the information we need from our stakeholders.
If we assume that the right information does get raised by staff and other stakeholders, we come to the ''I told you so'' argument. Is each division, specialty or department clear on what the acceptable boundaries of practice or performance are? Do clinical managers have the capacity and capability to study and discuss information, to triangulate it with other data and to escalate issues that they are unable to deal with locally? Does the Board have the capability and confidence to challenge data and recognise problem issues? A more fundamental issue may be a logistical one -how does the Board of a large or complex healthcare service manage its data and paperwork? There is a real risk of discovering that the symptoms or causal factors of a crisis were embedded, unnoticed or unchallenged, in a report presented to the Board three months previously. The challenge is to know what you need to know -and then to make sure you act on information that is relevant. Not having information you need is not as dangerous as not knowing that you actually have it! There is a Persian proverb that puts this neatly:
He who knows not and knows not he knows not: he is a fool -shun him. He who knows not and knows he knows not: he is simple -teach him. He who knows and knows not he knows: he is asleep -wake him. He who knows and knows he knows: he is wise -follow him.
All those committed to making care safer should take heed.
